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F 000 INITIAL COMMENTS F 000

 An investigation of Complaint Number 

IN00101567 was conducted by the Indiana State 

Department of Health in accordance with 42 CFR 

483.70(a).

Complaint Number:  IN00101567 

Unsubstantiated, Due to Lack of Evidence.

Survey Date:  12/28/11

Facility Number:  000151

Provider Number:  155247

AIM Number:  100284060

Surveyor:  Mark Caraher, Life Safety Code 

Specialist

Census: 113

Manorcare Health Services was found in 

compliance with 42 CFR Subpart 483 Subpart B; 

410 IAC 16.2; and National Fire Protection 

Association (NFPA) 101, Life Safety Code (LSC), 

2000 Edition, Chapter 19, Existing Health Care 

Occupancies for the original building and Chapter 

18, New Health Care Occupancies for the 2007 

addition in regard to the investigation of 

Complaint Number IN00101567.  

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 12/29/11.
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